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Clinical and anamnestic characteristics of patients depending
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ABSTRACT

Aim. To study the clinical and anamnestic features of patients followed up in the Center for Chronic Heart Failure
at the Regional Vascular Center according to the data of the corresponding register.

Materials and methods. The study included data of 802 patients included in the Kuzbass Register of Patients
Followed up at the Center for Chronic Heart Failure from 2020 to 2022. The median follow-up was 1.6 £ 0.7 years.

Results. According to the present register, men dominated in the gender profile of patients with chronic heart
failure — 612 (76.3%) participants (p < 0.001). The largest group of subjects was represented by patients with a
low left ventricular ejection fraction (less than 40%) — 546 people. This category was also characterized by a more
severe functional class of chronic heart failure (New York Heart Association); patients with functional class 11—
IV chronic heart failure prevailed (p < 0.001).

The most common comorbidities revealed were chronic kidney disease (glomerular filtration rate of less than
60 ml / min / 1.73 m? according to the CKD-EPI equation) — 614 (76.5%) patients and obesity (body mass index
of more than 30 kg / m2) — 334 (41.6%) patients. Type 2 diabetes mellitus was reported in 193 (24%) patients.
The analysis of the etiology of chronic heart failure showed that the main causes of heart failure in the groups with
low and intermediate left ventricular ejection fraction were coronary heart disease and combined causes, whereas
in the group with preserved left ventricular ejection fraction, the disease resulted from coronary heart disease and
arrhythmogenic causes.

Conclusion. Assessing the clinical and anamnestic features of patients with heart failure, it can be said that
these people are mainly male, retired, with coronary heart disease, low left ventricular ejection fraction, and a
comorbidity, mainly chronic kidney disease, diabetes mellitus, and obesity.
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KnuHunko-aHaMmHecTn4eckne oco6eHHOCTY NaLieHTOB B 3aBUCMMOCTI
OT BeNnuunHbl ppakumm BbiIGpoca N1eBoro Kenygouka: pesynbraTbl

perncrpoBoro ncaienqoBaHnA

MNap¢énos I.I., lOpknHa A.B., Fony6oBckas .M., Lycrep C.10., ApeHb E.B.,
l'ycenbHukoBa l0.U., lle6epeBa H.b., Neuepuna T.b.

Hayuno-uccredosamenvckuii uHCMumym KOMHAEKCHbIX NPoOieM cepoeuro-cocyoucmoix sabonesanuii (HUW KIICC3)

Poccus, 650000, 2. Kemeposo, Cocrosuiii 6yavsap, 6
PE3IOME

Heasb. M3y4nTs KIMHIKO-aHAMHECTHYECKHE OCOOCHHOCTH MALMEHTOB, HAOMIOJAFONINXCS B IIEHTPE XPOHUIECKOM
CepACYHOI HETOCTATOUYHOCTH Ha 0a3e perMOHANIFHOTO COCYIUCTOTO IIEHTPA MO JaHHBIM COOTBETCTBYIOILETO pe-

rHCTpA.

Marepuaibl 1 MeToAbl. B HacTosmee uccnenoBanue Bouuty AaHHble 802 manueHToB u3 Kysbacckoro peructpa
HalHEeHTOB, HAaOIIOAAIONIMXCS B IIEHTPE MOMOILH OOJIBHBIM C XPOHUUECKOH CepACYHOM HEZIOCTaTOYHOCTHIO, BKITIO-

4yeHHbIX 3a epuoa ¢ 2020 mo 2022 r. Cpeanuii cpok HabmroaeHus coctaBmi 1,6 + 0,7 ner.

Pe3yasTatsl. [1o JaHHBIM HACTOSIIIETO PETUCTPA, B TEHAEPHON CTPYKTYpE IAIllMEHTOB C XPOHUYECKOH CeplIedyHOM
HEJIOCTATOYHOCTHIO Mpeodianani MyxauHbl — 612 (76,3%) (p < 0,001). Haubompinyro rpyminy uccieayeMbIX co-
CTaBJSUIM MALMEeHTHl ¢ HU3KOHM (pakuueil BEIOpoca jieBoro xenynouka (MeHee 40%) — 546 yenosek. [laHHas Ka-
Teropus ObuTa 1 Gostee TSDKeNoi 1Mo GpyHKIMOHAIEHOMY KJIacCy XpOHHYECKOH cepaedHoi HenoctaTouHoctd (New
York Heart Association), npeo6aanu 60ibHBIE ¢ QyHKIHOHATEHBIM KitaccoM III-IV (p < 0,001).

IMpu ananm3e KOMOPOMAHOI MATONIOTHHU BBISBICHO, YTO HaHOOJIee PaCHPOCTPAHEHHBIMH SIBIISUIUCE: XPOHUIECKas
6one3Hb nouek (ckopocTs KiyooukoBor punbrpanun mo CKD-EPI menee 60 min/mun/1,73 M?) — 614 (76,5%) ye-
JIOBEK M okMpeHue (MHaeke Maccesl Tena 6onee 30 kr/m?) — 334 (41,6%) naunenta. CaxapHslil quaber 2-ro THma
05611 3aperucTpupoBal y 193 (24%) manueHTOB. AHAIM3 3THOJIOTUH XPOHHUECKOH CepAeTHOI HETOCTaTOYHOCTH
MIOKa3aJl, 9T0 OCHOBHBIMH NPHYMHAMH CEPACTHON HETOCTATOYHOCTH B TPYIIaX HU3KOH M IPOMEXYTOUHOH (pak-
i BEIOpOCa SIBISUTUCH MIIeMHUYecKas 00Je3Hb cepAa B KOMOMHNPOBAHHBIE NIPUYUHEL, B TPYIIE C COXPAHHOH

(paxnueii BeIOpoca — nimeMudeckast 601e3Hb CepaIa ¥ apUTMOT €HHAS! IPUYUHBL

3akimoyenue. Takum o0Opa3oM, OLCHHMBas KIMHHKO-aHAMHECTHYECKHE OCOOCHHOCTH MAlMEHTOB C CEepAeHHOMH
HEJZIOCTATOYHOCTBIO, MOJKHO T'OBOPHTH O TOM, YTO 3TO JIMLA NPEUMYILIECTBEHHO MY)XCKOTO I10J1a, IEHCHOHHOTO
BO3pacTa, ¢ MLIEMUYECKOil 60JIe3Hb cepAalia M HU3KOM (pakuueii BEIOpoca JIEBOro JKelyJ0uKa, a TAKKE HMEIOLIUE
KOMOPOU/IHYIO TIATOJIOTHIO, IPEUMYIIECTBEHHO XPOHUUECKYIO O0JIE3Hb IIOYEK, CaXapHbIH 11abeT U 0KUPEHHUE.

KiroueBbie cioBa: XpOHHYCCKas cepcHHass HEAOCTATOUHOCTh, UIICMHUYCCKasA 00J1e3Hb cepaua, KapauoJiorus,

(paxnus BEIOpOCa JI€BOTO KETy 104K

KOH(I)JIHKT HHTEPECOB. ABTOpI)I JACKIApUPYIOT OTCYTCTBUE SIBHBIX U MNOTCHIIUAJIBHBIX KOH(bJ'II/IKTOB HUHTEPECOB,

CBA3aHHBIX C Hy6HI/IKaHI/Ieﬁ HaCTOHH.IefI CTaTbHU.

Hcrounuk ¢puHAHCHPOBAHHUA. ABTOPHI 3asBIIIOT 00 OTCYTCTBHM (\MHAHCHPOBAHUS IPH NPOBEICHHH HUCCIENO0-

BaHUA.

CooTBeTCTBHE NPUHIUIIAM 3THKH. Bee nuna noanucany nHGOPMUPOBAHHOE COTJIACHE HA y4acTHE B UCCIIE0BA-
Huu. HccnenoBanne ogo0peHo JokanbHeIM 3THueckuM komuterom HUM KITICC3.

Jst nurupoBanust: [Tapdénos I1.T., FOpkuna A.B., lomy6osckas /I.I1., Ilycrep C.1O., Ipens E.B., I'ycenpun-
koBa 10.U., Jlebenesa H.b., [leuepuna T.b. Knuanko-aHaMHeCTHYECKHE OCOOCHHOCTH MAIIMEHTOB B 3aBUCIMOCTH
OT BEJIMYUHBI PPAKIIHUK BHIOPOCA JIEBOTO JKEITYI0UKA: PE3yIbTaThl PETUCTPOBOTO UCCIACTIOBAHUSH. broienmens cu-
oupckoil meouyunst. 2024;23(2):83-90. https://doi.org/10.20538/1682-0363-2024-2-83-90.

INTRODUCTION

Reducing mortality in chronic heart failure (CHF)
among the population currently remains one of the
most important and relevant issues in cardiology
and healthcare in general. Patients with CHF are

characterized by a progressive course of the disease,
which ultimately leads to multiple hospitalizations
due to decompensation of CHF, prolonged medical
and expensive surgical treatment, and high levels
of disability and mortality [1]. According to various
estimates, the prevalence of CHF is approximately
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1-2% in the general population, and it steadily
increases, reaching more than 10% among people
over 70 years of age [2].

Considering the growing number of elderly
people and the progressive growth of cardiovascular
pathology, the prevalence of CHF is also increasing
annually [3]. In this regard, a global strategic task
is to find ways to detect CHF at earlier stages of the
disease, including by understanding the clinical and
anamnestic characteristics of patients with CHF
[4]. To resolve this issue, an epidemiological study
EPOCHA-CHF was conducted from 2002 to 2017
in the European part of Russia. Its findings made it
possible to estimate the prevalence and mortality rate
of CHF and create a clinical portrait of a patient with
CHF [5].

In the course of evolution of knowledge about
the pathophysiology of CHF, it has been proven
that CHF can develop not only with reduced, but
also with normal left ventricular ejection fraction
(LVEF). According to the EPOCHA-CHF project
in Russia, 71% of patients with CHF had LVEF of
more than 60% [6]. An important goal of register
studies is to create effective methods for monitoring
the outpatient stage of treatment, drug therapy, and
physical and psychological rehabilitation of patients,
that are impossible without knowledge about the
characteristics of the patient cohort. In recent years,
CHF centers have been established in outpatient
settings, which proved their effectiveness in reducing
the risk of overall and cardiovascular mortality and
decreasing the number of re-hospitalizations [7]. In
the meantime, the effectiveness of this approach to
management of patients with CHF requires additional
study, including research from the standpoint of
different CHF phenotypes.

The aim of the study was to investigate the clinical
and anamnestic features of patients followed up in the
CHEF center at the Regional Vascular Center according
to the data of the corresponding register, depending on
the CHF phenotype.

MATERIALS AND METHODS

The study included data from the Kuzbass Register
of Patients Followed up at the Center for Chronic Heart
Failure. The register includes data of patients with
heart failure after discharge from Kuzbass Clinical
Cardiology Center named after L.S. Barbarash or
patients with newly diagnosed heart failure in the
outpatient or inpatient setting registered in the
CHF center database. The register was launched on

26.08.2020. The register was managed in accordance
with the provisions of the Declaration of Helsinki
and was approved by the local Ethics Committee. All
patients signed an informed consent to be followed up
at the CHF center.

The register was a database which served as the
basis for a prospective, cohort, observational study
of adult patients. The only inclusion criterion for
patients was to be followed up at the CHF center at
the Kuzbass Clinical Cardiology Center named after
L.S. Barbarash. When maintaining the register, all
requirements of the Federal Law of 27.07.2006 No.
152-FZ “On Personal Data” were met. During the
analysis, all patient data were marked and anonymized.

Clinical data were recorded in a specially designed
patented electronic form when entered in the register
and then at regular intervals during follow-up from
medical and outpatient records. Basic information
about patients included demographic data, social
status, history of the underlying disease, concomitant
diseases, vital signs, clinical, instrumental and
laboratory parameters, doses of cardiovascular drugs,
and follow-up diaries. Baseline socio-demographic
data were self-reported by patients. For newly enrolled
patients, monthly follow-up checkpoints took place
during the first 3 months. They involved telephone
calls by a nurse who filled out follow-up diaries and,
if necessary, in-person visits to the CHF center with
an examination by a cardiologist. Then examinations
were carried out every trimester.

The study included data of 802 patients included
in the Kuzbass Register of Patients Followed up at the
CHF Center from 2020 to 2022. The median follow-
up was 1.6 = 0.7 years.

Statistical analysis was carried out using the
Statistica 10.0 (Statsoft, USA) and SPSS 11 software
packages. Normality of distribution was assessed
using the Kolmogorov — Smirnov test. Quantitative
variables were presented as the mean and the standard
deviation M + o. Continuous variables with normal
distribution were compared using the Student’s z-test.
To compare continuous variables with non-normal
distribution, the nonparametric Mann — Whitney
U-test was used. To compare three or more quantitative
variables, the rank-based Kruskal — Wallis H-test was
applied, followed by a pairwise comparison of groups
using the Mann — Whitney test with the Bonferroni
correction to estimate the p value. Discrete variables
were compared using the y? test with the Yates’
continuity correction. If one of the compared groups
was small, the two-tailed Fisher’s test (F test) was
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used. The differences were considered statistically
significant at two-tailed p < 0.05.

RESULTS

According to the register, men prevailed in the
gender profile of patients with CHF — 612 (76.3%)
men, 190 women (23.7%), p < 0.001. The average
age of the participants was 63.5 £ 11.2 years; men
were younger than women: 62 + 10.9 years and 67.5 +
11.8 years, respectively, p < 0.05. The analysis of the
place of residence showed that 626 (78.1%) patients
were urban residents, and 176 (21.9%) participants
were rural residents. The distribution of patients with
a confirmed diagnosis of CHF by gender and age is
shown in Figure 1.
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Fig. 1. Gender and age characteristics of patients with CHF

According to echocardiography findings, the
average LVEF measured by the Simpson method
was 37 £ 15.4% in the general sample. Patients with
LVEF < 40% prevailed (Fig. 2).

68.1%

B LVEF <40% [l LVEF 40-50% [/ LVEF >50%

Fig. 2. Distribution of patients depending on LVEF: HFrEF —

heart failure with reduced ejection fraction, HFmEF — heart

failure with midrange ejection fraction, HFpEF — heart failure

with preserved ejection fraction, » — number of patients,
p — statistical significance

Distribution of the patients by stages and severity
of CHF (NYHA functional class) depending on
LVEF is presented in Table 1. The largest group was
represented by patients with reduced LVEF (less
than 40%) — 546 people. This category was also
characterized by a more advanced functional class
of CHF; patients with NYHA II-IV CHF prevailed,
p <0.001.

Peculiarities of gender distribution depending on
the HF phenotype were identified. Thus, in the group
with reduced LVEF, male patients prevailed; in the
groups with midrange and preserved LVEF, there
were more women.

86

Table 1
Stages and NYHA functional class of chronic heart failure depending on the phenotype, n (%)
Parameter HFrEF (< 40%), HFmEF (40-49%), HFpEF (> 50%), P
n =546 (%) n=122 (%) n=134 (%)
Stage by the Strazhesko — Vasilenko classification
Stage I CHF 5(0.9) 18 (14.7) 74 (55.2) 299.431;<0.001
Stage IIA CHF 359 (65.8) 69 (56.5) 43 (32.1) 50.578; <0.001
Stage IIB CHF 182 (33.3) 35(28.7) 17 (12.7) 22.213;<0.001
NYHA functional class
NYHAT - - 5(.7) 25.082; <0.001
NYHAII 59 (10.8) 33 (27.0) 106 (79.1) 270.366; <0.001
NYHA III 379 (69.4) 39 (32.0) 19 (14.2) 161.800; <0.001
NYHA IV 108 (19.8) 50 (41.0) 4(3.0) 57.389; <0.001
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The analysis of comorbid pathology in the studied
patients revealed that the most common were chronic
kidney disease (CKD) (glomerular filtration rate of less
than 60 ml / min / 1.73 m? according to the CKD-EPI
equation) — 614 (76.5%) patients and obesity (body
mass index of more than 30 kg / m?) — 334 (41.6%)
patients. Type 2 diabetes mellitus was reported in 193
(24%) patients.

The analysis of the dependence of comorbidity on
the CHF phenotype showed that in patients with redu-
ced LVEF, CKD predominated; as expected, such pati-
ents more often had an implantable cardioverter — defi-
brillator (ICD) implanted. In patients with preserved LVEF,
diabetes and chronic obstructive pulmonary tuber-
culosis (COPD) were more common, and in the group
with midrange LVEF — prior stroke and anemia (Table 2).

Table 2
Anamnestic factors in patients with CHF depending on the disease phenotype, n (%)
Parameter HFrEF HFmEF (40-49%), HFpEF (> 50%), 2 p
(<40%), n =546 (%) n=122 (%) n=134 (%) ’
Men 459 (84.0) 84 (68.8) 69 (51.5) 67.573; <0.001
Type 2 diabetes mellitus 112 (20.5) 39 (32.0) 42 (31.3) 8.806; 0.013
Obesity 223 (40.8) 62 (50.8) 49 (36.5) 5.792; 0.056
Prior stroke 74 (13.5) 31 (25.4) 24 (17.9) 10.783; 0.05
COPD 18 (3.3) 5(4.1) 12 (8.9) 8.279;0.016
CKD (>Stage 3A) 482 (88.2) 60 (49.1) 72 (53.7) 131.652; <0.001
Anemia 42 (7.6) 31(254) 10 (7.4) 35.183; <0.001
Implanted ICD 69 (12.6) 7(5.7) 2 (1.5) 17.828; <0.001

The analysis of the etiology of CHF showed that
more than half of the patients — 452 (56.3%) were
diagnosed with coronary heart disease (CHD). It is
worth noting that all patients with CHD in the study had
arterial hypertension, and, therefore, these pathologies
were considered together and did not belong to the
“two or more causes” group. Among patients with
CHD, 387 (85.6%) people suffered myocardial
infarction, and 65 (14.4%) people were diagnosed
with ischemic cardiomyopathy. Only in 4 (0.5%)
patients, the cause of CHF development was isolated
hypertension. Dilated cardiomyopathy (DCM) was the
cause of CHF in 70 (8.7%) patients, atrial fibrillation or
flutter — in 36 (4.5%) patients, previous myocarditis —
in 13 (1.6%) cases, valvular defects — in 8 (1.0%)

patients. In almost every fourth patient (219 (27.4%)
cases), the cause of CHF was a combination of two or
more pathologies, while coexisting CHD (angina and
/ or post-infarction cardiosclerosis) and persistent or
permanent forms of atrial fibrillation were the most
common comorbidities in 182 (83.1%) patients.

The analysis of the etiology of CHF depending on
the disease phenotype showed that the main causes of
heart failure in the groups with reduced and midrange
LVEF were CHD and combined causes, while in the
group with preserved LVEF, CHF mostly resulted
from CHD and arrhythmogenic causes.

Changes in the drug therapy received by the
patients prior to and during the follow-up at the CHF
center are presented in Table 4.

Table 3
Etiology of CHF depending on the disease phenotype, n (%)
Parameter HFTEF (< 40%), HFmEF (40-49%), HFpEF (> 50%), 2P
n=>546 (%) n =122 (%) n =134 (%) ’
CHD 315 (57.7) 44 (36.1) 93 (69.4) 30.092; <0.001
PICS, n (% — from CHD) 297 (94.3) 37 (84.1) 53 (57.0) 28.012; <0.001
ICM, n (% — from CHD) 18 (5.7) 7 (15.9) 40 (43.0) 102.946; <0.001
Arrhythmogenic 17 (3.1) 5(4.1) 14 (10.4) 13.550; 0.002
DCM 39(7.1) 23 (18.9) 8 (6.0) 18.699; <0.001
Valvular defects 5(0.9) 3(2.5) — 4.026; 0.134
Postmyocardial 7(1.3) 4(3.2) 2 (1.5) 2.510;0.26
Hypertension — - 4(3.0) 20.040; <0.001
Two and more causes 163 (29.9) 43 (35.2) 13(9.7) 26.581; <0.001

Note. PICS — post-infarction cardiosclerosis, ICM — ischemic cardiomyopathy.
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Table 4
Frequency of prescription of drug therapy, n (%)
Parameter e CHF contetn 803 | stthe CHE cemern =503 i
ACEI 459 (57.2) 573 (71.4) 35.313; <0.001
ARB 79 (9.8) 98 (12.2) 2.293;0.130
ARNI 30 (3.7) 124 (15.4) 63.470; <0.001
BAB 652 (81.3) 706 (88.0) 14.001; <0.001
Statins 586 (73.1) 654 (81.5) 16.432; <0.001
MCRA 468 (58.4) 493 (61.4) 1.622; 0.203
Diuretics 540 (67.3) 681 (84.9) 68.191; <0.001
Antiarrhythmic drugs 139 (17.3) 172 (21.4) 4.344; 0.038
Antiplatelets 406 (50.6) 504 (62.8) 24.391; <0.001
OAC 117 (14.6) 166 (20.6) 10.302; 0.002
CCB 290 (36.2) 361 (45.0) 13.033; <0.001
SGLT2i 64 (7.9) 417 (52.0) 370.023; <0.001

Note. ACEI — angiotensin-converting enzyme inhibitor, ARB — angiotensin receptor blocker, ARNI — angiotensin receptor — neprilysin inhibitor,
BAB — beta-adrenergic blocker, MCRA — mineralocorticoid receptor antagonist, OAC — oral anticoagulant, CCB — calcium channel blocker,

SGLT?2i — sodium — glucose cotransporter 2 inhibitors.

Prior to the follow-up at the CHF center, only 30%
of patients were followed up by a cardiologist. No more
than 46% of patients with HFrEF received optimal
drug therapy, which involved the simultaneous use
of renin — angiotensin — aldosterone system (RAAS)
inhibitors, BAB, and MCRA. Only in 3% of cases,
dose titration to the target dose was performed. As
seen from Table 4, the follow-up at the CHF center
led to increased adherence to therapy with RAAS
inhibitors, SGLT2i, diuretics, antiarrhythmic drugs,
and OAC. Still, an unsatisfactory number of patients
adhered to optimal drug therapy.

DISCUSSION

The analysis of the data obtained revealed that
men prevailed among patients with CHF, and the men
/ women ratio was almost 3:1. However, according
to the results of the EPOCHA-Decompensation-
CHF study, there were significantly more women
participating in the study than men: 56.8 and 43.2%,
respectively, p = 0.001 [6]. Therefore, the issue
of gender distribution in CHF remains open. In a
number of studies, researchers tried to answer the
question of whether gender inequality was associated
only with the prevalence of male patients or whether
there were other reasons for this phenomenon [8—
10]. It was noted that a smaller number of women
may be due to the predominance of females in the
cohort of patients with HFpEF, better subjective
and clinical tolerability of CHF, and, therefore,

low demand for medical care and low detection
of CHF [11].

The data obtained in the present study partially
support this theory. Thus, in the group with HFrEF,
men prevailed, and in the group with HFpEF,
women predominated. The analysis of age-related
characteristics, as expected, showed that the number
of patients with CHF naturally increased with age,
reaching a maximum in the age group of 60—69 years
(p<0.05). Further, after 69 years of age, a sharp decrease
in the number of male patients was registered, which
was associated with a natural population decline. For
female patients, this trend was observed only starting
from 80 years of age — due to longer life expectancy.
Early incidence of CHF in men was explained by the
manifestation of CHD as the main cause of CHF at a
younger age compared to women [12]. Therefore, the
data obtained once again emphasize the importance
of measures for primary and secondary prevention of
CHD, including from the standpoint of reducing CHF
morbidity and mortality.

It is important that about 70% of patients with CHF
are elderly — this category of patients is characterized
by the presence of multiple comorbid pathologies,
which significantly aggravates the course of CHF
and may be a contraindication to modern high-tech
treatment methods, such as implantation of devices
and heart transplantation [13-15].

When analyzing the place of residence, it was shown
that the vast majority of patients were urban residents.
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The difference in the distribution of those studied
between urban and rural residents was explained by
lower availability of medical care for rural residents
and the existence of only first aid stations in some
territories. One way to solve this problem may be the
on-site work of cardiology teams, which has already
been implemented in Kuzbass.

The analysis of the distribution of CHF phenotypes
showed that the predominant group, as expected,
included patients with HFrEF, which corresponds to
the data of other studies. Thus, according to various
references, in the general population of patients with
CHF, the prevalence of HFrEF is about 50% and
HFmEF — 10-25% [16, 17]. Severe NYHA M-IV
CHF is mainly characteristic of patients with HFrEF
and HFmEF, while NYHA I-II CHF is more often
detected in patients with HFpEF. The results show
that identifying individuals with HFpEF remains a
pressing issue. It is known that long-term HF without
a clear clinical presentation and a lack of timely
treatment may in the long term have a more significant
negative impact on the prognosis than timely detected
HFrEF [18-20].

CHD still remains the main cause of CHF, which
is confirmed in the present study. It is largely due
to previous myocardial infarction and ischemic
cardiomyopathy that a group of patients with HFrEF
is formed [21-23]. Almost always (100% according
to the data of this study), CHD is accompanied by
hypertension, whose contribution to the development
of CHF should not be underestimated. Coexisting
CHD and hypertension were the etiological cause of
CHF in the majority of patients (56.3%), which is
in line with the results of studies conducted in other
countries. An epidemiological study conducted in the
Republic of Belarus found that coexisting CHD and
hypertension were the cause of CHF development
in 65.5% of those studied [25]. The small number of
studied patients in the hypertension group of CHF
etiology may be explained by outpatient follow-up of
these patients by internal medicine services, without
follow-up at the CHF center.

Analyzing the features of drug treatment, the
positive dynamics during the follow-up at the CHF
center is worth noting. As the results show, one of the
important advantages of such follow-up is increased
compliance of prescribed therapy with existing clinical
guidelines and patient adherence. Identification of
patients with HFrEF who adhere to optimal drug
therapy, based on registry data, makes it possible to
optimize compilation of waiting lists for such types

of high-tech care as ICD implantation and orthotopic
heart transplantation.

CONCLUSION

Assessing the clinical and anamnestic features of
patients with heart failure followed up at the Kuzbass
CHEF center, it can be said that these people are mainly
male, retired, with coronary heart disease, low left
ventricular ejection fraction, and a comorbidity, mainly
chronic kidney disease, diabetes mellitus, and obesity.
This cohort of patients requires specific follow-up and
management strategies aimed at increasing adherence,
timely revascularization, social support, dynamic
remote monitoring, and a multidisciplinary approach.

REFERENCES

1. Ziaeian B., Fonarow G.C. Epidemiology and aetiology of heart
failure. Nat. Rev. Cardiol. 2016;13(6):368-378. DOI: 10.1038/
nrcardio.2016.25.

2. Kurmani S., Squire I. Acute Heart Failure: Definition,
Classification and Epidemiology. Curr. Heart Fail. Rep.
2017;14(5):385-392. DOI: 10.1007/s11897-017-0351-y.

3. Podobed I.V., Proshchaev K.I., Akhmedov T.A., Rukavish-
nikov A.S., Kovalenko O.Yu. Geriatric aspects of the course
of chronic heart failure. Modern Problems of Public Health
and Medical Statistics. 2021;(1):303-325 (in Russ.). DOI:
10.24411/2312-2935-2021-00022.

4. Nguyen Trung M.L., Ancion A., Lancellotti P. Vignette diag-
nostique de 1’étudiant. Approche diagnostique clinique d’une
insuffisance cardiaque. Clinical diagnostic approach for heart
failure. Rev. Med. Liege. 2022;77(1):69-74. (In French).

5. Polyakov D.S., Fomin I.V., Belenkov Yu.N., Mareev V.Yu.,
Ageev F.T., Artemjeva E.G., et al. Chronic heart failure in
the Russian Federation: what has changed over 20 years
of follow-up? Results of the EPOCH-CHF study. Cardi-
ology. 2021;61(4):4-14 (in Russ.). DOI: 10.18087/car-
dio.2021.4.n1628.

6. Fomin 1.V. Chronic heart failure in the Russian Federation:
what do we know and what to do. Russian Journal of Cardi-
ology. 2016;21(8):7-13 (in Russ.). DOI: 10.15829/1560-4071-
2016-8-7-13.

7. Vinogradova N.G. City Center for the Treatment of Chronic
Heart Failure: the organization of work and the effectiveness
of treatment of patients with chronic heart failure. Cardiology.
2019;59(2S):31-39 (in Russ.). DOI: 10.18087/cardio.2621.

8. Lam C.S.P., Amott C., Beale A.L., Chandramouli C., Hil-
fiker-Kleiner D., Kaye D.M. et al. Sex differences in heart
failure. Eur. Heart J. 2019;40(47):3859-3868c. DOI: 10.1093/
eurheartj/ehz835.

9. Savarese G., D’Amario D. Sex differences in heart failure.
Adv. Exp. Med. Biol. 2018;1065:529-544. DOI: 10.1007/978-
3-319-77932-4 32.

10. Dadashova G.M. Gender features of chronic heart failure.

Clinical Medicine. 2015;93(1):71-75 (in Russ.).
11. Morgan H., Sinha A., Mcentegart M., Hardman S.M., Perera D.
Evaluation of the causes of sex disparity in heart failure

BlonneteHb cMbnpckon meguuuHbl. 2024; 23 (2): 83-90 89



Parfenov P.G., Yurkina A.V., Golubovskaya D.P. et al. Clinical and anamnestic characteristics of patients depending

trials. Heart. 2022;108(19):1547-1552. DOI: 10.1136/heart- Borlaug B.A. Evidence supporting the existence of a distinct
jnl-2021-320696. obese phenotype of heart failure with preserved ejection frac-

12. Myshlyaeva T.O., Postnikova S.L., Kislyak O.A. Chronic tion. Circulation. 2017;136(1):6-19. DOI: 10.1161/CIRCU-
heart failure in women. Lechebnoe Delo. 2018;(2):59-64 (in LATIONAHA.116.026807.

Russ.). DOI: 10.24411/2071-5315-2018-12003. 20. Faggiano P., Bernardi N., Calvi E., Bonelli A., Faggiano A.,

13. Crespo-Leiro M.G., Metra M., Lund L.H., Milicic D., Costan- Bursi F. et al. Stage A heart failure: Modern strategies for an
zo M.R., Filippatos G. et al. Advanced heart failure: a position effective prevention. Heart Fail. Clin. 2021;17(2):167-177.
statement of the Heart Failure Association of the European DOI: 10.1016/j.hfc.2021.01.004.

Society of Cardiology. Eur. J. Heart Fail. 2018;20(11):1505— 21. Barnhouse K. Heart Failure: Heart failure with reduced ejec-
1535. DOI: 10.1002/ejhf.1236. tion fraction. FP Essent. 2021;506:20-26.

14. Dharmarajan K., Rich M.W. Epidemiology, pathophysiology, 22. Del Buono M.G., Moroni F., Montone R.A., Azzalini L.,
and prognosis of heart failure in older adults. Heart Fail. Clin. Sanna T., Abbate A. Ischemic cardiomyopathy and heart
2017;13(3):417-426. DOI: 10.1016/j.hfc.2017.02.001. failure after acute myocardial infarction. Curr. Cardiol. Rep.

15. Skrzypek A., Mostowik M., Szeliga M., Wilczynska-Golon- 2022;24(10):1505-1515. DOI: 10.1007/s11886-022-01766-6.
ka M., Debicka-Dabrowska D., Nessler J. Chronic heart fail- 23. Okunev .M., Kochergina A.M., Kashtalap V.V. Chronic and
ure in the elderly: still a current medical problem. Folia Med. acute decompensated heart failure: topical issues. Complex
Cracov. 2018;58(4):47-56. Problems of Cardiovascular Diseases. 2022;11(2):184—195

16. Savarese G., Stolfo D., Sinagra G., Lund L.H. Heart failure (in Russ.). DOI: 10.17802/2306-1278-2022-11-2-184-195.
with mid-range or mildly reduced ejection fraction. Nat. Rev. 24. Pecherina T., Kutikhin A., Kashtalap V., Karetnikova V.,
Cardiol. 2022;19(2):100-116. DOI: 10.1038/s41569-021- Gruzdeva O., Hryachkova O. et al. Serum and echocardio-
00605-5. graphic markers may synergistically predict adverse cardiac

17. Murphy S.P., Ibrahim N.E., Januzzi J.L Jr. Heart Fail- remodeling after ST-segment elevation myocardial infarction
ure with Reduced Ejection Fraction: A Review. JAMA. in patients with preserved ejection fraction. Diagnostics (Ba-
2020;324(5):488-504. DOI: 10.1001/jama.2020.10262. sel). 2020;10(5):301. DOI: 10.3390/diagnostics10050301.

18. Borlaug B.A. Evaluation and management of heart fail- 25. Zotova O.V., Denisevich T.L., Kurlyanskaya E.K., Revtovich
ure with preserved ejection fraction. Nat. Rev. Cardiol. O.P. Epidemiology of chronic heart failure in the city of
2020;17(9):559-573. DOI: 10.1038/s41569-020-0363-2. Minsk. Eurasian Journal of Cardiology. 2016;(3):182—183

19. Obokata M., Reddy Y.N.V., Pislaru S.V., Melenovsky V., (in Russ.).

Authors’ contribution

Parfenov P.G. — conception and design, supervision of the study, statistical processing of the data, drafting of the manuscript. Yur-
kina A.V., Golubovskaya D.P., Shuster S.Y., Dren E.V. — compilation of the database, statistical processing of the data. Guselnikova Y.I. —
review of literature. Lebedeva N.B., Pecherina T.B. — conception and design, supervision of the study, final approval of the manuscript for
publication.

Authors’ information

Parfenov Pavel G. — Junior Researcher, Laboratory for Myocardial Fibrogenesis, Research Institute for Complex Issues of
Cardiovascular Diseases, Kemerovo, pavel90548bars@mail.ru, http://orcid.org/0000-0003-0019-766X

Yurkina Anastasia V. — Junior Researcher, Laboratory for Myocardial Fibrogenesis, Research Institute for Complex Issues of
Cardiovascular Diseases, Kemerovo, evteeva.anastasiya94@mail.ru, http://orcid.org/0009-0001-9761-9197

Golubovskaya Daria P. — Junior Researcher, Laboratory for Myocardial Fibrogenesis, Research Institute for Complex Issues of
Cardiovascular Diseases, Kemerovo, dasha250695k@mail.ru, http://orcid.org/0000-0002-3922-009X

Shuster Sofya Y. — Laboratory Assistant — Researcher, Laboratory for Myocardial Fibrogenesis, Research Institute for Complex Issues
of Cardiovascular Diseases, Kemerovo, shustermd@yandex.ru, http://orcid.org/0009-0002-8294-1826

Dren Elena V. — Laboratory Assistant — Researcher, Laboratory for Myocardial Fibrogenesis, Research Institute for Complex Issues
of Cardiovascular Diseases, Kemerovo, e.tolpekina.v@mail.ru, http://orcid.org/0000-0002-5469-7638

Guselnikova Yulia I. — Laboratory Assistant — Researcher, Laboratory for Myocardial Fibrogenesis, Research Institute for Complex
Issues of Cardiovascular Diseases, Kemerovo, guselnikova.2881@mail.ru, http://orcid.org/0000-0002-6288-1267

Lebedeva Natalia B. — Dr. Sci. (Med.), Associate Professor, Senior Researcher, Rehabilitation Laboratory, Research Institute for
Complex Issues of Cardiovascular Diseases, Kemerovo, lebenb@mail.ru, http://orcid.org/0000-0003-2769-3807

Pecherina Tamara B. — Dr. Sci. (Med.), Associate Professor, Head of the Laboratory for Myocardial Fibrogenesis, Research Institute
for Complex Issues of Cardiovascular Diseases, Kemerovo, tb.pechorina@gmail.com, http://orcid.org/0000-0002-4771-484X

(P<) Parfenov Pavel G., pavel90548bars@mail.ru
Received 04.09.2023;
approved after peer review 15.11.2023;
accepted 26.12.2023

90 Bulletin of Siberian Medicine. 2024; 23 (2): 83-90



